HEALTH THEORIES

SUMMARY

Different family theories can
be applied to different
aspects of how families
experience health and illness.
The family health and illness
cyde describes the phases of
a family’s experience,
beginning with health
promotion and risk reduction,
then family vulnerability and
disease onset or relapse,
family illness appraisal,
family acute response, and
finally family adaptation to
illness and recovery. For each
phase, specific family theories
that are most appropriate for
guiding family and health
research are discussed.
rEsume

Différentes théories sur la
famille peuvent s"appliquer
aux différents aspects du
vécu des familles dans la
santé et la maladie. Le cyde
familial de la santé et de lo
maladie décrit les phases
d’une expérience familiale,
débutant par la promotion de
la santé et la diminution des
risques, puis la vulnérabilité
de la famille et I'apparition
ou la récidive d’une maladie,
I'évaluation de la maladie
familiale, la réaction familiale
aigué, et finalement
I"adaptation familiale a la
maladie et le rétablissement.
Pour chaque phase, I'avteur
discute des théories familiales
spécifiques qui sont le plus
appropriées pour orienter la
recherche sur la famille et la
santé.
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AMILY SCIENCE THEORY AND
practice and primary health
care theory and practice have
developed from two separate
traditions. The roots of family
science lie primarily in the sociological and
systems theories of the 20th century, whereas
primary health care has practice roots as old
as medicine itself but has theoretical roots as
young as family medicine’s emergence in the
late 1960s.

The growing relationship between the
two fields represents an alliance that is his-
torically unprecedented with potentially
far-reaching effects, but the relationship re-
mains tentative and uncertain. Although pri-
mary health care has much to offer family
science — particularly through sharing its
biopsychosocial orientation —the focus of
this article is on what family theories can of-
fer primary health care practice and theory.

There is no central, dominant family
theory, but rather a collection of theories fo-
cusing on different aspects of family rela-
tionships.! Family science speaks in numer-
ous theoretical languages, which, although
not as diverse as the builders of the Tower
of Babel, can be quite confusing for the un-
initiated. Different theories can focus on is-
sues, such as how families function in the
larger society, how families create shared
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meanings, how families change over time,
how families handle stress and resolve con-
flicts, and how families develop habitual
patterns of interaction. Each theory repre-
sents a different intellectual heritage that
can make communication difficult within
the family science field, let alone with those
outside the field.

Perhaps the most important lesson to be
learned from all family theories is that the
individual who is devoid of social con-
text — the prototypical patient in medical
training — does not exist in nature. Individ-
uals in all cultures are born into families,
and most spend their lives interacting with
family members. Even a socially isolated in-
dividual can be defined in terms of the lack
of a supportive family. We derive from our
families our genetic and psychosocial pro-
grams, our adult identities, and our prima-
ry social support. Each person is both
unique and representative of an intimate
social group.?

A central implication of this idea for pri-
mary health care is that families are an in-
herent and inevitable participant in the
prevention and treatment of diseases and
health problems. Doherty and Baird? refer
to the “therapeutic triangle” in all health
care, that is, the notion that the family is
always a third party to health care encoun-
ters between patients and health profes-
sionals. Empirical support for this idea is
abundant: families are the primary source
of health-related behavior patterns, of the
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Figure 1. FAMILY HEALTH AND ILLNESS CYCLE
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initial assessment of individuals’ health
problems, of the decision to get medical
care, of health beliefs and attitudes in-
fluencing compliance with medical regi-
mens, and of social support for chronic
health problems.*5

Although the role of families in health
care is incontrovertible, family theories
have only recently been applied systemati-
cally to the family’s role in prevention,
treatment, and rehabilitation. The first step
toward this application must be to organize
the family and health literature in a theo-
retically meaningful way.

The family health and illness cycle

I developed the family health and illness
cycle to help organize both family and
health research literature and family longi-
tudinal experience with health and illness.
The version presented here is described
more fully in Families and Health.> The mod-

el (Figure 1) is read by beginning with
“health promotion and risk reduction.”
The circular arrows represent the flow of
the family’s experience; the two-way arrows
represent the family’s interactions with the
health care system. The cycle can be
viewed as a family health care map onto
which family theory can be placed. The
category “health promotion and risk reduc-
tion” refers to family beliefs and behavior
patterns that either help family members
stay healthy or put them at long-term risk
for developing disease. Many studies have
examined the family’s role in dietary prac-
tices, exercise patterns, and cigarette smok-
ing — the three lifestyle behavior patterns
believed to have the strongest links to
health and disease.”® In addition to this em-
phasis on specific health practices, family
health promotion and risk reduction con-
cerns more general dimensions of family
life that orient family members toward
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health or illness, for example, the family’s
cohesion and its sense that the world is co-
herent and predictable.? The family never
operates in isolation from the health care
system and from the rest of society. Families
are influenced particularly by health care
professionals and those they encounter in
the media, as well as by other families in
their peer group.

The next category, “vulnerability and
disease onset or relapse,” refers to life
events and experiences of the family that
make family members more susceptible to
becoming ill or to having a relapse of a
chronic illness. The principal body of re-
search on this topic examines how family
stress, stemming from either internal or ex-
ternal events, makes family members sus-
ceptible. For example, Meyer and Hagger-
ty'” found that streptococcal infections in
children were likely to be preceded by a
stressful event in the family. Beautrais et al"!
reported that stressful family events strong-
ly predicted visits to physicians and hospi-
talizations. An example of how family stress
can cause a relapse from a chronic disease
is the well-documented impact of family
“affective style” on relapse in young adult
schizophrenics following hospitalization.'?

“Illness appraisal” refers to family be-
liefs about a family member’s illness and to
family decisions about how to deal with the
illness. This 1s the family’s gatekeeping
function vis-a-vis the health care system. A
long tradition in medical sociology and
medical anthropology attests to the family’s
role in verifying and legitimizing an indi-
vidual’s sickness; in explaining why the in-
dividual became sick; and in deciding
whether medical advice is needed, whether
the matter should be handled within the
family, or whether it should be handled by
a lay referral network."'* Of course, these
family decisions occur within a context of
the availability and accessibility of health
care. Family appraisals are often made in
interaction with, or in conflict with, the ap-
praisals of health professionals.?

The next part of the cycle, “acute re-
sponse,” refers to the aftermath of the ill-
ness for the family. This family experience
is likely to be tied closely to family illness
appraisal, because the early response to an
illness episode is influenced by the family’s
assessment of its seriousness. An example

of acute response would be the adjustments
a family must make immediately after a
heart attack or cancer surgery. When the
illness is disabling or life-threatening, the
family is apt to experience a crisis, ie, a peri-
od of disorganization in which normal cop-
ing patterns are inadequate.'> Under these
circumstances, the family can assemble its
extended kin network for vigils at the bed-
side of the sick member and for support in
the daily household functions. For less seri-
ous problems, the family’s acute response
might be limited to someone’s staying home
with a sick member or to a period of worry
about a member’s health.

“Adaptation to illness and recovery,” re-
fers to how a family reorganizes itself
around a chronic illness or disability of a
family member and to the ways that a fami-
ly adapts to the recovery of an ill member.
During this phase, the family must promote
the continued recovery or stabilization of
the family member’s health while simulta-
neously maintaining its ability to nurture
other family members and maintain its
place in the community. In chronic illness,
families must also manage long-term, com-
plex relationships with health care profes-
sionals and with institutions, such as insur-
ance companies and government agencies.
This process of family adaptation has been
the most extensively studied in family and
health, usually taking the form of assessing
how families cope with medical illness.'®
The adaptation phase also offers serious
challenges for primary health professionals
who must develop positive, long-term rela-
tionships with these families.

Theory and the family

health and illness cycle

There is no fully comprehensive theory of
the family, only partial theories with partic-
ular emphasis or conceptual “lenses.” Cri-
teria for the inclusion of the following theo-
ries (Table 1) are that the theory focuses on
the family as a unit, that its scope is reason-
ably broad, and that it has a substantial
body of literature on the subject of family.

Health promotion and risk reduc-
tion. Family health promotion and risk re-
duction is best studied from a family sys-
tems theory perspective!’? and from a
family development theory perspective.?!-?2
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Table 1. FAMILY THEORIES AND THE FAMILY
HEALTH AND ILLNESS CYCLE
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FAMILY HEALTH DIMENSIONS FAMILY THEORIES

Systems
Developmental

Health Promotion and risk reduction

Stress

Vulnerability and disease onset

Appraisal Symbolic interactionism
Constructivist

Acute response Stress

Adaptation to illness or recovery Systems

developmental
Constructivist
Stress and coping

Family systems theory focuses on repeating
patterns of interaction whereby families
create stable identities. Although the family
systems theory has been applied most ex-
tensively to dysfunctional family dynamics,
it can be readily applied to the role of
health behaviors in family relationships.
Doherty and Whitehead?® and Whitehead
and Doherty,” for example, have ex-
amined how cigarette smoking becomes a
vehicle for inclusion or exclusion patterns
and power and control issues in family rela-
tionships. Family systems theory goes be-
yond simplistic notions of modeling health
behaviors to demonstrate how practices,
such as diet, exercise, and smoking, are in-
corporated into stable family patterns that
are difficult to change with simple educa-
tion and advice.

Family development theory is a useful
complement to family systems theory in stu-
dying families during the health promotion
and risk reduction phase. Whereas family
systems theory deals primarily with the im-
mediate interactional context of health be-
haviors, family development theory deals
with the family longitudinally — particularly
its major transitions of adding and losing
members and the aging of family mem-
bers.?22 This theory can help one to under-
stand the particular challenges facing fami-
lies in promoting health at different times in
the family life cycle. There can be times, for
example, when families are particularly ori-
ented to changing health practices, such as

after the birth of a first child or after the
death of a family member. Similarly, difficul-
ty in handling major family transitions, such
as divorce and retirement, can make a family
less competent in promoting health and re-
ducing risks.

Vulnerability. This phase is best ad-
dressed by family stress theory (originally
by sociologist Reuben Hill"> and most re-
cently by Boss® and McCubbin and Patter-
son®). Family stress theory describes how
environmental or internal demands can ex-
tend a family beyond instability in caring
for its members, which can lead to a crisis
or breakdown in the family. It goes beyond
psychological stress theory by emphasizing
how stressors exert a disorganizing influ-
ence on families, requiring a reorganization
in order to move beyond the crisis. An ob-
vious implication for health and illness is
the role of family stress in exacerbating the
vulnerability of family members to illness
and injury. The well-known Holmes and
Rahe scale,”” which ranks and measures
stressful life changes, includes death of a
family member, divorce, and serious illness
of a family member at the top of the list.
Family stress theory also emphasizes how
family resources alleviate the negative im-
pact of stressful events and how the family’s
definition of the situation determines the
family’s response.”

Appraisal. The illness appraisal can be
examined within the framework of two
types of family theory: symbolic interac-
tionism and constructivist (attribution)
theories. Symbolic interactionism?? is a so-
ciological theory that emphasizes how indi-
viduals and families create meanings in
their environment and act out roles based
on these meanings. Meanings and roles are
developed through interactions among
family members and through interactions
with society. A family’s experience with cer-
tain symptoms and illnesses becomes crys-
tallized in symbolic images related to threat
and safety. This can lead to idiosyncratic
family actions that can be difficult for pro-
fessionals to fully understand; for example,
if a family member has experienced spinal
meningitis subsequent to headache symp-
toms, family members might overreact
each time a child gets a headache,” or how
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a mother defines motherhood can affect
how she will manage her ill child — by her-
self or by a health professional. Families
also operate from their “symbol system” in
appraising the competence and trustwor-
thiness of health professionals. The symbol-
ic interaction theory offers physicians in-
sight into family functioning with health
and illness.

Family constructivist theories also deal
with meanings, but they focus more on total
family meanings, as opposed to individual
meanings.>?® Family constructivist theories
have emphasized how families construe
their relationship with society, particularly
the extent to which society is viewed as pre-
dictable, orderly, and trustworthy, and how
families believe they should orient them-
selves to this environment, for example, by
active, coordinated engagement or by sepa-
rate individual responses. A growing body
of research about this theory has been ex-
amining the influence of these family con-
structions on how families manage chronic
illness and relate to health professionals.

Acute response. The acute response
phase is best understood by family stress
theory. The family’s actions reflect the four
factors outlined by Hill"® in his classic formu-
lation of family stress theory: 1) the stressful
event (illness); 2) the family’s resources for
dealing with the event (eg, financial, social,
psychological); 3) the family’s definition of
the event (eg, catastrophic, manageable, po-
tentially helpful); and 4) the degree of crisis.
This theoretical framework can be applied
to studies of how families respond to a seri-
ous new diagnosis or the sudden onset of a
life-threatening or disabling illness.

Adaptation. The adaptation phase can be
viewed from a variety of theoretical perspec-
tives. As mentioned before, it is the most ex-
tensively studied area in the family health
and illness cycle. Systems theory can be
applied to the understanding of how families
stabilize around new interaction patterns af-
ter an illness or after the acute phase of treat-
ment and of how they interact with health
professionals.® Family development theory
also provides a necessary view of how the
family’s position in its life cycle interacts with
health issues. For example, spinal cord inju-
ries occur most often in young adults or in

families who are beginning the family life
cycle; these families get stuck on the launch-
ing pad, which has implications for all family
members. Family constructivist theory can
contribute an understanding of how a fami-
ly’s paradigm for viewing itself in relation to
the social milieu influences how it manages
a chronic illness and how it interacts with
health professionals.’

The fourth theory that applies to the
adaptation phase is McCubbin and Patter-
son’s family stress and coping theory.?® This
theory goes beyond Hill’s more acute cri-
sis-oriented model to focus on families’ adap-
tation skills after a cn'\sis or a disrupting
event. In this model it is important to consid-
er other stressful life events that occur while
the family is adjusting to a serious illness; the
family’s new resources during the adjust-
ment period; the family’s perception of the
new situation; the family’s level of functional
and dysfunctional coping; and the family’s
overall adaptation. The family stress and
coping theory seems especially useful for un-
derstanding the multiple factors over time in
a family’s experience with chronic illness.

Conclusion

There are several limitations to the family
health and illness cycle. First, the cycle
deals with the family’s experience of a par-
ticular member’s illness, not the complex
dynamics created by multiple illnesses. Sec-
ond, the cycle is more elaborate in the ill-
ness area than in the prevention and health
promotion area. Third, the cycle does not
deal explicitly with the family’s interactions
with other important social groups aside
from health professionals. Fourth, the cycle
separates processes that can overlap or
occur simultaneously in certain situations.
Even with these limitations, however, the
family health and illness cycle does seem to
serve as an adequate vehicle to organize the
hundreds of studies that exist on families
and health. Virtually all of these studies can
be viewed as focusing on one of the dimen-
sions in the model. This is a beginner’s map
for family health researchers to guide their
selection of family theories. ]
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